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Abstract
This study investigates early maladaptive schemas (EMSs) in function of eating disorder (ED) subtypes (restrictive/bulimic) and the
presence/absence of non-suicidal self-injury (NSSI). Female inpatients (N=491) completed the Young Schema Questionnaire and the
Self-Injury Questionnaire. The inﬂuence of ED subtype and the presence/absence of NSSI and their interaction on the EMS were inves-
tigated by means of a MANCOVA. The results showed main effects of ED subtype and the presence of NSSI on EMS. Patients with bu-
limia scored signiﬁcantly higher on insufﬁcient self-control and emotional deprivation, which are more related to cluster B compared
with restrictive patients, whereas restrictive patients scored signiﬁcantly higher on social undesirability, failure to achieve, subjugation
and unrelenting standards compared with patients with bulimia that are more related to cluster C. Patients with ED with NSSI reported
signiﬁcantly higher EMS levels compared with patients without NSSI, suggesting that they could be of particular interest to beneﬁt from
schema therapy. Copyright © 2016 John Wiley & Sons, Ltd and Eating Disorders Association.
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Introduction
Early maladaptive schemas (EMSs) play an important role in the
development and maintenance of psychopathology, including eat-
ing disorders (Cooper, Wells, and Todd, 2004; Waller, 2003).
EMS, as described by Young and Pijnaker (1999), are deﬁned as
implicit beliefs about one’s self and about the relationship with
the environment. The EMSs are considered to be pervasive themes
that form the core of one’s self-concept. Notwithstanding their
maladaptive nature, these EMSs are self-perpetuating and are
considered to be relatively stable over time (Young, Klosko, and
Weishaar, 2003). The EMSs are categorized into ﬁve higher order
schema domains representing unmet emotional needs in childhood:
(1) ‘disconnection’ with EMS emotional deprivation, mistrust/
abuse, abandonment, social isolation and defectiveness/shame;
(2) ‘impaired autonomy’ with EMS social undesirability, failure to
achieve, dependence/incompetence, enmeshment, vulnerability to
harm and illness; (3) ‘impaired limits’ with EMS entitlement/
grandiosity and insufﬁcient self-control/self-discipline; (4) ‘other
directedness’ with EMS subjugation and self-sacriﬁce; and (5) ‘inhi-
bition’ with EMS emotional inhibition and unrelenting standards.
Several studies have shown strong associations between EMSs
and personality disorders. Pauwels et al. (2013) found signiﬁcant
associations between cluster C personality disorders and the
EMS: dependence/incompetence, social undesirability and
subjugation and between cluster B personality disorders and the
EMS: insufﬁcient self-control and mistrust. Additionally, high
levels of cluster C personality disorders (avoidance, dependent,
obsessive–compulsive) are more prevalent in restrictive ED sub-
types, whereas cluster B personality disorders (narcissistic, antiso-
cial, histrionic, borderline) are more prevalent in bulimic ED
subtypes (Godt, 2002; Claes, Vandereycken, and Vertommen,
2005). Given the strong association between EMS and personality
disorders, one would expect EMS differences across ED subtype.
However, research focusing on EMS differences across the
different subtypes are scarce, and results are inconclusive. This
might be because of methodological shortcomings (e.g. small
sample sizes, studies only focusing on some of the diagnostic cat-
egories,…). Furthermore, none of the existing research controlled
for ED severity, although it has been shown that EMS levels are
highly related with the amount of psychopathology (Pugh, 2015)
and comorbid clinical symptoms, such as depression or obsessive–
compulsive disorder (Cooper and Hunt, 1998; Voderholzer et al.,
2014). Table 1 shows an overview of studies focusing on EMS
differences between different ED diagnostic categories.
Despite the fact that non-suicidal self-injury (NSSI) is highly
prevalent in ED (e.g. Claes and Vandereycken, 2007), probably
sharing some common aetiology (e.g. childhood trauma, low
self-esteem) (Jacobson and Luik in Claes and Muehlenkamp,
Eur. Eat. Disorders Rev. (2016) © 2016 John Wiley & Sons, Ltd and Eating Disorders Association.
2014), to our knowledge, no research today has focused on the
speciﬁc role of EMS in patients with ED with or without NSSI.
NSSI refers to the deliberate and direct injury of one’s own
body tissue without suicidal intent (Claes and Vandereycken,
2007) and is highly prevalent in patients with ED. A study of Claes
and Muehlenkamp (2014) has shown that up to 72% of patients
with ED also engage in NSSI. However, the prevalence of NSSI
seems to vary across ED subtypes, being more prevalent among
purging subtypes of ED compared with restrictive ones (Svirko
and Hawton, 2007). Moreover, the co-occurrence of NSSI and
ED is related to more personality pathology (Claes and
Muehlenkamp, 2014; Islam et al., 2015), and given the strong
relationship between personality pathology and higher levels of
EMS (Pauwels et al., 2013), we would expect higher levels of EMSs
in ED with NSSI (Young et al., 2003).
Remarkably, only a few studies have investigated differences in
EMS between participants with or without NSSI. Table 2 shows
an overview of the two studies that investigated EMS differences
in patients with and without NSSI. Based on these two commu-
nity studies, the lifetime presence of NSSI seems to be related with
higher EMS levels and more psychopathology.
In this study, we will investigate the inﬂuence of ED subtype
and presence/absence of NSSI and their interaction on EMSs.
The speciﬁc aims of the present study were twofold. First, we
explored the prevalence of NSSI across the different ED subtypes,
expecting higher prevalence of NSSI among purging types.
Second, we investigated whether EMSs differed signiﬁcantly in
function of ED subtype, the presence/absence of NSSI and/or
their interaction. Based on our literature review, we expected that
restrictive patients with ED will show higher levels of cluster
C-related EMSs compared with patients with bulimia (e.g. unre-
lenting standards), whereas patients with bulimia will show higher
levels of cluster B-related EMSs (e.g. insufﬁcient self-control)
compared with restrictive patients (Luck, Waller, Meyer, Ussher,
and Lacey, 2005; Pauwels et al., 2013). Moreover, we hypothesized
to ﬁnd higher levels of EMS with NSSI compared with those
patients with ED without NSSI.
Method
Participants and procedure
In total, 491 female inpatients with ED of a psychiatric hospital in
Belgium participated in this study. All patients were admitted at
the treatment unit for eating disorders. Data were gathered
between 2008 and 2014. The ED sample consisted of four differ-
ent subtypes of ED according to DSM-IV (American Psychiatric
Association, 2000) criteria: 189 patients (38.5%) met criteria for
anorexia nervosa restricting type (AN-R; Mage = 21.43, SD=6.52),
80 patients (16.3%) met criteria for anorexia nervosa binge-purging
type (AN-BP; Mage = 21.5, SD=5.32), 113 patients (23%) met
criteria for bulimia nervosa (BN; Mage = 21.49, SD=5.10) and 109
patients (22.2%)met criteria for eating disorder not otherwise spec-
iﬁed (EDNOS; Mage = 21.38, SD=5.77). The mean age of the total
sample was 21.44 (SD=5.85, range 14–45) without signiﬁcant age
differences between the different ED subtypes (F(3, 487)= 0.009,
p=0.999). Patients were diagnosed by the psychiatrist based on a
clinical interview, and the diagnoses were cross-validated by means
of the Eating Disorder Evaluation Scale (Vandereycken, 1993).Ta
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Schemas in ED with(out) NSSI E. Pauwels et al.
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Patients in an acute state of mental crisis, patients withmental retar-
dation and patients who could not complete the questionnaire be-
cause of practical or cognitive limitations were not included in
this study.
The study was approved by the ethical committee of the hospi-
tal. At admission, all patients provided a written informed consent
to use their data for scientiﬁc purposes. Questionnaires were ﬁlled
out during the ﬁrst 2weeks after admission.
Instruments
The Young Schema Questionnaire-Long Form (YSQL2) was used
to assess the EMS (Young and Brown, 1994; Dutch version:
Young and Pijnaker, 1999) and consists of 205 items, which are
divided over 16 subscales corresponding with the 16 EMS scales.
For example, ‘I haven’t gotten love and attention.’—emotional
deprivation—or ‘I’m a failure.’—failure to achieve—or ‘If I do
what I want, I feel very uncomfortable.’—self-sacriﬁce—or ‘I
must meet all my responsibilities.’—unrelenting standards—or
‘I get bored very easily.’ —insufﬁcient self-control. In order to
avoid underestimation of psychopathology (Waller, Meyer, and
Ohanian, 2001), we used the mean score format to calculate the
scale scores. The items are rated on a 6-point Likert scale ranging
from 1 ‘Completely untrue of me’ to 6 ‘Describes me perfectly’. A
number of studies have investigated the psychometric properties
of the YSQL2, and overall, they show good results concerning
reliability and validity of the 16 EMS scales (e.g. Schmidt, Joiner,
Young, and Telch, 1995; Pauwels et al., 2013). In the present
sample, the Cronbach’s α coefﬁcients of the subscales range from
.81 to .95, indicating good to very good internal consistency
coefﬁcients of the YSQL2 scales.
NSSI was assessed by means of the Self-Injury Questionnaire-
Treatment Related (SIQ-TR; Claes and Vandereycken, 2007).
This questionnaire asks respondents to indicate if they have delib-
erately injured themselves by ﬁve common methods (scratching,
bruising, cutting, biting and burning) and how long ago they en-
gaged in each of these behaviours (a week ago, a month ago, etc.).
For each method endorsed, respondents are asked to specify the
frequency of each method and the body parts injured. In this
study, we included lifetime prevalence of NSSI, deﬁned by the
occurrence of at least one type/method of NSSI. The prevalence
of recent NSSI was deﬁned by the occurrence of at least one
type/method of NSSI the past month. A score of 1 indicates the
occurrence of lifetime/recent NSSI, and 0 indicates absence of
NSSI. A NSSI severity index was calculated by making a sum score
of the type/methods of NSSI ranging from 1 to 5 (Saraff and
Pepper, 2014; Turner, Layden, Butler, and Chapman, 2013). The
SIQ-TR shows good psychometric properties in ED samples
(Claes and Vandereycken, 2007).
To control for eating disorder severity, the three eating
disorder-related subscales of the Eating Disorder Inventory-2
(Garner, 1991) were used: drive for thinness, bulimia and body
dissatisfaction.
Analyses
The prevalence of NSSI in patients with ED was explored by
means of descriptive characteristics. The associations between
the presence/absence of lifetime and recent NSSI and the four
ED subtypes were calculated by means of a χ2 test statistic.Ta
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We explored associations between YSQL2 schemas, NSSI severity
indexes and ED severity indexes bymeans of the Pearson correlation
coefﬁcient. To investigate whether YSQL2 schemas differ in
function of ED subtype, the presence/absence of NSSI and/or their
interaction, a MANCOVA was performed with the YSQL2 scales
as dependent variables and the ED subtype and presence/absence
of NSSI and their interaction as independent variables. To investi-
gate which ED subtypes statistically differed from each other, we
performed Bonferroni post hoc tests (α signiﬁcant at p= .003 or
0.05/16). ED severity index was included as covariate. All analyses
were performed by means of SPSS 20.
Results
Of the patients with ED, 53.6% have engaged in lifetime NSSI and
30% within the past month. Table 3 shows the prevalence rates of
NSSI across the different ED subtypes. We found a signiﬁcant dif-
ference between ED subtypes for both lifetime NSSI [χ2 (4,
N=487) = 39.15, p< 0.05] and recent NSSI [χ2 (4, N=487)
= 35.01, p< 0.05], NSSI being less prevalent in restrictive patients
(AN-R) compared with the other ED subtypes.
Pearson correlation analyses showed signiﬁcant positive associ-
ations between all YSQL2 scales, NSSI and ED severity indexes (all
p< .003), except for entitlement that showed no signiﬁcant corre-
lations. Overall, higher YSQL2 scores were associated with more
severe NSSI and more severe ED symptomatology.
The results of the MANCOVA with YSQL2 as dependent vari-
ables and ED subtype, NSSI lifetime prevalence and their interac-
tion as independent variables, and ED severity as covariate
showed main effects of ED subtype (Wilks λ=0.72, F(48, 1369)
= 3.39, p< .000; d=1.00) and lifetime NSSI (Wilks λ=0.88,
F(16, 460) = 3.96, p< .000; d=1.00) but no signiﬁcant interaction
effect between ED subtype and NSSI (Wilks λ=0.88, F(48, 1369)
= 1.23, p> .05; d=0.99). Six of the 16 YSQL2 scales showed
signiﬁcant differences between the different ED subtypes. Patients
with bulimia scored signiﬁcantly higher on insufﬁcient self-
control and emotional deprivation compared with restrictive pa-
tients, whereas restrictive patients scored signiﬁcantly higher on
social undesirability, failure to achieve, subjugation and
Table 3 Prevalence of NSSI in the four ED subtypes
Prevalence of NSSI in the four ED subtypes
ED sample (N = 487)
N (% total)
AN-R (N = 188)
(% total; % diagnosis)
AN-BP (N = 80)
(% total; % diagnosis)
BN (N = 112)
(% total; % diagnosis)
EDNOS (N = 107)
(% total; % diagnosis)
No lifetime NSSI 226 (46.4%) 118 (24%; 63%) 25 (5%; 31%) 37 (8%; 33%) 46 (9%; 43%)
Lifetime NSSI 261 (53.6%) 70 (14%; 37%) 50 (11%; 67%) 75 (15%; 67%) 61 (12%; 57%)
No recent NSSI 341 (70%) 158 (32%; 80%) 49 (10%; 61%) 60 (12%; 54%) 74 (15%; 70%)
Recent NSSI 146 (30%) 30 (6%; 16%) 31 (6% (39%) 52 (11%; 46%) 33 (7%; 31%)
Scratching
Lifetime scratching 167 (34%) 41 (8%; 22%) (7%; 41%) 49 (10%; 44%) 44 (9%; 41%)
Recent scratching 78 (16%) 18 (4%; 10%) 14 (3%; 18%) 24 (5%; 21%) 22 (5%; 21%)
Main location Arms (52; 70%) Arms (10; 56%) Arms (9; 64%) Arms (14; 70%) Arms (19; 86%)
Frequency/day <1 (35; 45%) <1 (9; 50%) <1 (7; 50%) <1 (14; 58%) 1–2 (16; 73%)
Bruising
Lifetime bruising 107 (22%) 22 (5%; 12%) 26 (5%; 33%) 29 (6%; 26%) 30 (6%; 28%)
Recent bruising 37 (8%) 5 (1%; 3%) 10 (2%; 13%) 14 (3%; 13%) 8 (2%; 8%)
Main location Arms (13; 36%) Arms (2; 33%) Legs (4; 50%) Torso (5; 36%) Arms (5; 63%)
Frequency/day <2 (34; 90%) 1–2 (5; 83%) <1 (6; 60%) <1 (8; 57%) 1–2 (5; 62%)
Cutting
Lifetime cutting 191 (39%) 41 (8%; 22%) 41 (8%; 51%) 57 (12%; 51%) 52 (11%; 49%)
Recent cutting 76 (16%) 10 (2%; 5%) 19 (4%; 24%) 27 (6%; 24%) 20 (4%; 19%)
Main location Arms (46; 69%) Arms (8; 73%) Arms (8; 50%) Arms (15; 65%) Arms (15; 88%)
Frequency/day <1 (49; 65%) <1 (9; 90%) <1 (13; 68%) <1 (17; 63%) <2 (20; 100%)
Burning
Lifetime burning 53 (11%) 7 (1%; 4%) 13 (3%; 16%) 22 (5%; 20%) 11 (2%; 10%)
Recent burning 14 (3%) 1 (0%; 1%) 5 (1%; 6%) 6 (1%; 5%) 2 (0%; 2%)
Main location Head (11; 73%) Head (1; 100%) Head (4; 80%) Head (4; 67%) Head (2; 100%)
Frequency/day <2 (12; 96%) 3–4 (1; 100%) 1–2 (3; 60%) 1–2 (3; 50%) <1 (2; 100%)
Biting
Lifetime biting 78 (16.1%) 18 (4%; 10%) 20 (4%; 25%) 20 (4%; 18%) 20 (4%; 19%)
Recent biting 27 (6%) 6 (1%; 3%) 6 (1%; 8%) 8 (2%; 7%) 7 (1%; 7%)
Main location Arms (22; 76%) Arms (6; 100%) Arms (5; 83%) Arms (6; 67%) Arms (5; 76%)
Frequency/day <1 (13; 48%) <1 (4; 67%) 3–4 (3; 50%) <1 (4; 50%) <1 (4; 57%)
Note: NSSI, nonsuicidal self-injury; ED, eating disorder; AN-R, anorexia nervosa restricting type; AN-BP, anorexia nervosa binge-purging type; BN, bulimia nervosa; EDNOS,
eating disorder not otherwise speciﬁed.
Schemas in ED with(out) NSSI E. Pauwels et al.
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unrelenting standards compared with patients with bulimia
(Table 4). Additionally, for lifetime NSSI, all EMS scales with ex-
ception of entitlement and insufﬁcient self-control were signiﬁ-
cantly higher in patients with ED with NSSI compared with
patients with ED without NSSI (p< .003) (Table 5). When repeat-
ing the MANCOVA with recent NSSI (instead of lifetime NSSI),
all EMS scales with the exception of entitlement, insufﬁcient self-
control, emotional deprivation and enmeshment were signiﬁ-
cantly higher in patients with ED with NSSI compared with
patients without NSSI (p< .003) (Table 5).
Discussion
The main focus of this paper was to investigate EMS differences
between ED subtypes and the role of recent/lifetime NSSI. First,
we explored the prevalence of NSSI, lifetime as well as recent,
across the different ED subtypes and found that both forms of
NSSI were more prevalent in patients with bulimia compared
with restrictive patients with AN. This ﬁnding was in line with
the ﬁndings of Svirko and Hawton (2007) and Islam et al.
(2015), who reported more NSSI in patients with bulimic ED
compared with restrictive patients. According to Claes,
Vandereycken, and Vertommen (2001), the higher prevalence of
NSSI in patients with bulimic/purging ED was partially explained
by higher levels of impulsivity in both patients with NSSI and
bulimia.
Second, we investigated EMS in function of ED subtype and the
presence/absence of recent/lifetime NSSI. In contrast with previ-
ous studies, after controlling for ED severity, we found signiﬁcant
differences between ED subtypes and six EMSs. Compared with
Table 4 Means (standard deviations) of EMS scores in function of ED subtypes
Means (standard deviations) of EMS scores in function of ED subtypes
NSSI AN-R M (SD) AN-BP M (SD) BN M (SD) EDNOS M (SD) F value Post hoc
Disconnection and rejection
Emotional deprivation NSSI LT 20.07 (0.89) 21.54 (1.30) 24.36 (1.12) 25.52 (1.08) 5.76* 1< 3; 1 < 4; 2< 4
NSSI R 19.11 (1.15) 23.40 (1.30) 24.86 (1.16) 26.47 (1.18) 7.10** 1< 2, 3, 4
Abandonment NSSI LT 55.03 (1.49) 52.69 (2.22) 51.60 (1.99) 56.0 (1.81)
NSSI R 55.29 (1.91) 56.58 (2.16) 54.55 (1.93) 56.90 (1.95)
Mistrust/abuse NSSI LT 42.78 (1.28) 41.76 (1.91) 43.50 (1.70) 43.76 (1.54)
NSSI R 42.85 (1.63) 45.31 (1.84) 45.00 (1.64) 45.91 (1.66)
Social isolation NSSI LT 30.96 (0.91) 30.69 (1.36) 28.05 (1.22) 31.57 (1.10)
NSSI R 31.78 (1.15) 33.27 (1.31) 29.14 (1.16) 32.57 (1.18)
Defectiveness/shame NSSI LT 47.81 (1.40) 44.20 (2.09) 41.87 (1.86) 46.26 (1.69)
NSSI R 49.51 (1.78) 48.43 (2.01) 44.50 (1.79) 49.06 (1.81)
Impaired autonomy and performance
Social undesirability NSSI LT 33.58 (0.70) 29.69 (1.04) 26.44 (0.93) 30.96 (0.84) 11.64** 1> 2, 3, 4; 2 = 4> 3
NSSI R 34.93 (0.89) 31.38 (1.00) 27.23 (0.89) 32.02 (0.90) 11.77** 1> 2 = 4> 3
Failure to achieve NSSI LT 34.39 (0.91) 30.27 (1.36) 28.19 (1.22) 32.17 (1.10) 5.45* 1> 2; 1 > 3; 3< 4
NSSI R 35.16 (1.16) 32.84 (1.31) 29.05 (1.17) 33.81 (1.18)
Dependence/incompetence NSSI LT 45.57 (1.32) 44.43 (1.97) 41.59 (1.76) 43.40 (1.59)
NSSI R 46.40 (1.68) 47.08 (1.90) 42.37 (1.69) 46.18 (1.72)
Vulnerability to harm NSSI LT 33.57 (1.04) 33.88 (1.55) 29.57 (1.38) 34.56 (1.25)
NSSI R 34.70 (1.32) 36.76 (1.49) 30.93 (1.33) 35.33 (1.35)
Enmeshment NSSI LT 29.26 (0.93) 27.17 (1.39) 24.21 (1.24) 26.36 (1.13)
NSSI R 29.57 (1.19) 28.34 (1.35) 25.40 (1.20) 27.63 (1.22)
Impaired limits
Entitlement/grandiosity NSSI LT 28.68 (0.73) 27.07 (1.10) 28.21 (0.98) 28.54 (0.89)
NSSI R 28.89 (0.93) 27.12 (1.06) 28.56 (0.94) 27.92 (0.95)
Insufﬁcient self-control/self-discipline NSSI LT 39.69 (0.99) 41.24 (1.48) 47.33 (1.32) 43.57 (1.19) 7.05** 1 < 4 < 3; 2< 3
NSSI R 39.16 (1.25) 43.30 (1.42) 47.90 (1.27) 43.93 (1.28) 7.42** 1 < (2 = 4)< 3
Other directedness
Subjugation NSSI LT 34.18 (0.86) 29.30 (1.29) 27.50 (1.15) 31.24 (1.04) 7.25** 1> 2, 3, 4; 3< 4
NSSI R 35.15 (1.10) 31.51 (1.25) 28.37 (1.11) 32.72 (1.12) 5.94** 1> 2, 3; 3< 4
Self-sacriﬁce NSSI LT 65.72 (1.30) 62.99 (1.94) 59.69 (1.73) 60.80 (1.57)
NSSI R 66.69 (1.66) 65.42 (1.88) 61.58 (1.68) 63.13 (1.70)
Over-vigilance and inhibition
Emotional inhibition NSSI LT 27.70 (0.67) 27.41 (1.00) 25.66 (0.89) 26.73 (0.81)
NSSI R 29.22 (0.85) 29.27 (0.96) 27.12 (0.85) 27.94 (0.86)
Unrelenting standards NSSI LT 68.36 (1.30) 60.55 (1.95) 56.65 (1.74) 58.65 (1.57) 11.66** 1> 2 = 3 = 4
NSSI R 70.40 (1.65) 62.54 (1.87) 58.42 (1.67) 59.61 (1.69) 9.76** 1> 2, 3, 4
Note: AN-R (1), AN-BP (2), BN (3), EDNOS (4). EMS, early maladaptive schema; NSSI, nonsuicidal self-injury; ED, eating disorder; AN-R, anorexia nervosa restricting type;
AN-BP, anorexia nervosa binge-purging type; BN, bulimia nervosa; EDNOS, eating disorder not otherwise speciﬁed.
*p< 0.003 and **p< 0.001.
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restrictive patients, patients with bulimia scored signiﬁcantly
higher on the EMSs insufﬁcient self-control and emotional depri-
vation, which are closely related to the impulse and interpersonal
features of the cluster B personality disorders (Pauwels et al.,
2013). Compared with patients with bulimia, restrictive patients
scored signiﬁcantly higher on the EMSs: failure to achieve, social
undesirability, subjugation and unrelenting standards that are
closely related to cluster C personality disorders (Pauwels et al.,
2013). Although little is known about the relation between NSSI
and EMS, our results show a strong association between lifetime
prevalence of NSSI and higher levels of EMS within the ED sam-
ple. In line with previous studies in nonclinical samples (Arhturs,
2012; Castille et al., 2007), a lifetime history of NSSI was related to
higher levels of EMS, which can be related to more personality
pathology, irrespective of ED subtype (Pauwels et al., 2013).
Although less pronounced, results were very similar for recent
NSSI. These ﬁndings conﬁrm the hypothesis that the presence
of NSSI in patients with ED is related to higher levels of EMS
and because of the strong association between EMS and personal-
ity pathology (Pauwels et al., 2013) presumably to a higher
amount of (personality) psychopathology, regardless of the sever-
ity of the ED (Claes and Muehlenkamp, 2014; Islam et al., 2015).
Despite the strength of our study, it was not without limita-
tions. First, the present study did not include all ED subtypes
(such as binge eating disorder) and the patients with ED were
not equally distributed over the different ED subtypes. Moreover,
we did not control for axis I comorbidity, and it was a female only
sample. Second, we did not have any information of previous
treatment experiences that could have inﬂuenced the identiﬁca-
tion of EMSs and the prevalence of recent NSSI (e.g. which could
Table 5 Means (standard deviations) of EMS scores in function of NSSI
Means (standard deviations) of EMS scores in function of NSSI
NSSI LT/R Without NSSI M (SD) With NSSI M (SD) F value Post hoc
Disconnection and rejection
Emotional deprivation NSSI LT 20.90 (0.87) 24.85 (0.71) 12.14* 0 < 1
NSSI R 22.73 (0.67) 24.18 (0.98)
Abandonment NSSI LT 49.24 (1.45) 58.42 (1.19) 23.44** 0 < 1
NSSI R 52.04 (1.12) 59.62 (1.63) 14.69** 0 < 1
Mistrust/abuse NSSI LT 38.87 (1.24) 47.04 (1.02) 25.40** 0 < 1
NSSI R 41.23 (0.95) 48.31 (1.39) 17.58** 0 < 1
Social isolation NSSI LT 27.71 (0.89) 32.93 (0.72) 20.42** 0 < 1
NSSI R 28.92 (0.67) 34.46 (0.98) 21.43** 0 < 1
Defectiveness/shame NSSI LT 39.51 (1.36) 50.56 (1.12) 38.83** 0 < 1
NSSI R 42.21 (1.04) 53.54 (1.51) 37.95** 0 < 1
Impaired autonomy and performance
Social undesirability NSSI LT 27.87 (0.68) 32.47 (0.55) 27.08** 0 < 1
NSSI R 28.85 (0.52) 33.94 (0.75) 30.72** 0 < 1
Failure to achieve NSSI LT 28.43 (0.89) 34.08 (0.73) 23.86** 0 < 1
NSSI R 29.58 (0.67) 35.85 (0.98) 27.41** 0 < 1
Dependence/incompetence NSSI LT 39.97 (1.28) 47.52 (1.05) 20.37** 0 < 1
NSSI R 41.81 (0.98) 49.20 (1.43) 18.05** 0 < 1
Vulnerability to harm NSSI LT 29.55 (1.01) 36.14 (0.83) 25.05** 0 < 1
NSSI R 31.16 (0.77) 37.79 (1.12) 23.57** 0 < 1
Enmeshment NSSI LT 24.55 (0.90) 28.94 (0.74) 13.86** 0 < 1
NSSI R 26.21 (0.69) 29.26 (1.01)
Impaired limits
Entitlement/grandiosity NSSI LT 28.19 (0.71) 28.05 (0.58)
NSSI R 28.21 (0.54) 28.04 (0.79)
Insufﬁcient self-control/self-discipline NSSI LT 41.34 (0.96) 44.58 (0.78)
NSSI R 42.51 (0.73) 44.62 (1.07)
Other directedness
Subjugation NSSI LT 27.99 (0.84) 33.12 (0.69) 21.94** 0 < 1
NSSI R 29.46 (0.64) 34.41 (0.94) 18.86** 0 < 1
Self-sacriﬁce NSSI LT 58.24 (1.26) 66.37 (1.03) 24.42** 0 < 1
NSSI R 60.96 (0.97) 67.45 (1.42) 14.18** 0 < 1
Over-vigilance and inhibition
Emotional inhibition NSSI LT 24.40 (0.65) 29.44 (0.53) 35.05** 0 < 1
NSSI R 25.50 (0.49) 31.28 (0.72) 43.41** 0 < 1
Unrelenting standards NSSI LT 57.79 (1.27) 64.31 (1.04) 15.58** 0 < 1
NSSI R 59.55 (0.96) 65.93 (1.41) 13.90** 0 < 1
Note: Without NSSI (0), With NSSI (1). EMS, early maladaptive schema; NSSI, nonsuicidal self-injury.
*p< 0.003 and **p< 0.001.
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be reduced by to the more secure context of the admission). How-
ever, despite these shortcomings, this study was the ﬁrst to inves-
tigate EMS differences in function of ED subtype and the role of
NSSI. Whereas bulimic ED symptoms seem to be related to
cluster B EMSs like insufﬁcient self-control and restrictive ED
symptoms seem to be related to cluster C EMSs like unrelenting
standards, schema therapy is advised for the treatment of patients
with ED. Lifetime/recent NSSI was related to higher levels of EMS
compared with patients without NSSI, which could be associated
with greater severity of personality psychopathology within NSSI
given the strong association between EMS and personality pathol-
ogy (Pauwels et al., 2013; Islam et al., 2015). This association
of NSSI with greater severity of personality psychopathology
might be an explanation for the ﬁnding that treatment
outcomes for ED with cognitive and behaviour therapy are of-
ten poor and as Pugh (2015) suggest may be attributed to more
complex presentations or pronounced negative self-beliefs. The
speciﬁc associations between NSSI functions or methodology
and EMS could be of particular interest in future research for
a better understanding of the associations between EMS and
NSSI in ED. However, based on these results, assessing (lifetime
and recent) NSSI in patients with ED may be an important
factor to take into account when starting clinical therapy as it
is linked with a more severe or complex presentation of core
beliefs. Furthermore, an important clinical implication in ED
treatment will be to look beyond the ED symptoms and to
target the underlying EMS that could differ according to different
ED subtype.
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